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Abstract 26 
Little is known about the coping strategies used by elite athletes suffering from mental health 27 
issues.  Therefore, this study examined coping strategies implemented by elite athletes’ facing 28 
clinical depression.  Semi-structured interviews were conducted with four elite athletes and 29 
analysed using Interpretative Phenomenological Analysis (IPA).  Results present a broad 30 
picture of how elite athletes tried to cope with depression using a range of coping strategies.  31 
Among the different strategies highlighted, talking, seeking professional help and social 32 
support were particularly emphasized by the participants.  Surprisingly, however, only one 33 
participant reported transferring the skills and strategies learned on her way to the top to many 34 
other aspects of her everyday life such as coping with her depression.  Findings, therefore, 35 
suggest that athletes should be encouraged to transfer and make the most of the skills learned 36 
throughout their sport career to deal with their daily life.  Future research perspectives and 37 
implications are discussed. 38 
Keywords: mental skills, skills transfer, clinical mental health issues, sport, IPA 39 
  40 
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Elite Athletes Coping with Depression: a Qualitative Study  41 
Significant sport literature has focused on the  psychological factors required by elite 42 
athletes to convert their potential into world-class performance (Collins, MacNamara, & 43 
McCarthy, 2016; MacNamara, Button, & Collins, 2010; MacNamara & Collins, 2015; Orlick 44 
& Partington, 1988) as well as on the coping strategies used  to deal with sport (e.g., injury, 45 
performance issues, competitive and organisational stressors) and non-sport-related (e.g., 46 
personal life events, psychosocial stressors) stressors (Kristiansen & Roberts, 2010; Nicholls 47 
& Polman, 2007; Rice et al., 2016).  However, less attention has been paid to the coping 48 
strategies employed by elite athletes to deal with mental health issues (MHIs) such as 49 
depression.  This lack of emphasis is somewhat surprising given that MHIs in elite athletes 50 
have attracted considerable attention in recent years (Gouttebarge, Backx, Aoki, & Kerkhoffs, 51 
2015; Reardon & Factor, 2010; Rice et al., 2016; Schaal et al., 2011) and that depression, in 52 
particular, is a common societal concern that affects both the general and sporting population 53 
(Doherty, Hannigan, & Campbell, 2016; Lebrun, MacNamara, Rodgers, & Collins, 2018; 54 
WHO, 2018).  Although the prevalence of depression amongst elite athletes remains unclear 55 
(Beable, Fulcher, Lee, & Hamilton, 2017; Reardon & Factor, 2010; Rice et al., 2016) and is 56 
often underestimated (Hammond, Gialloreto, Kubas, & Davis, 2013), the occurrence of 57 
depressive symptoms is currently thought to be comparable to (Beable et al., 2017; Gulliver, 58 
Griffiths, Mackinnon, Batterham, & Stanimirovic, 2015), or greater (Roberts, Faull, & Tod, 59 
2016) than the general population.   60 
Whilst some MHIs first appear during adolescence and young adulthood (Kessler et 61 
al., 2005; Rickwood, Deane, Wilson, & Ciarrochi, 2005), the prevalence of clinical symptoms 62 
related to a mental condition seem to be greatest among young people aged 16 to 34 years of 63 
age (Gulliver, Griffiths, & Christensen, 2012; Gulliver et al., 2015).  Interestingly, this 64 
timeframe coincides with the period of peak performance in sport (Rice et al., 2016; Sebbens, 65 
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Hassmén, Crisp, & Wensley, 2016).  As such, the existence of depressive disorders in elite 66 
sport is, perhaps, unsurprising given this overlap (Gulliver et al., 2012; Kessler & Bromet, 67 
2013).  Elite athletes are confronted with unique physical and psychological stressors inherent 68 
in their sporting career that may increase their vulnerability to MHIs (Gulliver et al., 2012; 69 
Rice et al., 2016; Wolanin, Gross, & Hong, 2015).  In addition to the risk factors already 70 
found in the general population (Reardon & Factor, 2010), overtraining, injuries, competitive 71 
failure, aging, retirement from sport (Reardon & Factor, 2010), recurrent surgeries, career 72 
dissatisfaction, adverse life events, and lower levels of social support (Gouttebarge et al., 73 
2018; Gouttebarge et al., 2017; Rice et al., 2016) are just some of the factors found in elite 74 
sport that may lead to the development of MHIs.  In a recent paper, Gouttebarge et al. (2018) 75 
estimated that the incidence of symptoms of common mental disorders (CMD) within a 76 
cohort of professional rugby players was 11% for distress, 28% for anxiety/depression, 12% 77 
for sleep disturbance, 11% for eating disorders, 22% for adverse alcohol use while 13% of 78 
their sample presented simultaneous symptoms of CMD.  These findings support previous 79 
research with professional athletes from other sports (Gouttebarge et al., 2015; Gouttebarge et 80 
al., 2017; Gouttebarge, Tol, & Kerkhoffs, 2016).   81 
Despite growing interest (Doherty et al., 2016; Gouttebarge et al., 2015; Gouttebarge 82 
et al., 2018; Gulliver et al., 2015; Hill, MacNamara, Collins, & Rodgers, 2016), there is still a 83 
dearth of information concerning the prevalence and manifestation of clinical depression in 84 
elite sport.  On one hand, this can be explained by the gap between the true prevalence of 85 
MHIs in sport and the MHIs that are actually treated (Henderson, Evans-Lacko, & 86 
Thornicroft, 2013) or self-reported (Gorczynski, Coyle, & Gibson, 2017).  On the other, a 87 
lack of consensus in regard to the criteria of MHIs and the lack of psychometric measures 88 
specifically adapted to elite athletes could be another explanation for the lack of quality 89 
research on MHIs in elite athletes (Lebrun & Collins, 2017).  In the absence of specific data, 90 
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the precise incidence of clinically diagnosed MHIs, such as depression, faced by elite athletes 91 
cannot be accurately estimated.  However, despite the lack of consensus about the prevalence 92 
of depression in elite sport (Reardon & Factor, 2010), encouraging athletes to develop and 93 
deploy a range of coping strategies seem indispensable for both well-being and performance 94 
outcomes.  While this is important for elite performers in general it may be even more 95 
pertinent for athletes suffering from MHIs in order for them to better deal with their 96 
condition.   97 
Coping, defined by Lazarus and Folkman (1984) as “constantly changing cognitive 98 
and behavioural efforts to manage speciﬁc external and/or internal demands that are 99 
appraised as taxing or exceeding the resources of the person” (p. 141), is a key concept 100 
regarding an individual’s adaptation and health (Lazarus, 1993).  In other words, coping is 101 
mostly a self-regulatory mechanism, consisting of cognitions and behaviours, aimed at 102 
helping individuals deal with a variety of stressors (Nicholls, Taylor, Carroll, & Perry, 2016).  103 
Following Lazarus and Folkman (1984)’s definition, various forms of classifications and 104 
labels have been developed in the literature (Nicholls & Polman, 2007; Richards, 2011).  The 105 
coping categories most widely used are problem-, emotion-, appraisal-focused, and avoidance 106 
coping.  These categories classify coping strategies based on the intention and function of the 107 
coping efforts (Lazarus & Folkman, 1984).  Problem-focused coping, for example, purposely 108 
addresses and alters the stressful situation (e.g., seeking information, planning, setting goals) 109 
while emotion-focused strategies address the internal and emotional responses caused by the 110 
situation/stressor (e.g., seeking emotional support, relaxation, meditation; Lazarus, 1993; 111 
Nicholls & Polman, 2007; Richards, 2011).  Appraisal coping includes cognitive strategies, 112 
such as restructuring, which aim to re-evaluate the situation and modify the initial thinking 113 
processes and thoughts responsible for perceiving a situation as a challenge or a threat 114 
(Nicholls & Polman, 2007; Richards, 2011).  Avoidance coping refers to cognitive (e.g., 115 
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cognitive distancing, blocking) and behavioural (e.g., removing self from the situation) 116 
strategies that allow individuals to avoid, escape, or deny a situation (Nicholls & Polman, 117 
2007; Richards, 2011).  Although the sport literature tends to consider problem-focused 118 
strategies as the most effective approach to dealing with stressors (Lazarus, 1993; Nicholls & 119 
Polman, 2007), the effectiveness of coping strategies is dependent on both the context and the 120 
individual, as well as on the outcomes being sought (Lazarus, 1993).   121 
As previously stated, research on coping strategies used by elite athletes suffering 122 
from depression is still in its infancy.  However, Doherty et al. (2016) have found that elite 123 
male athletes with depression adopted both non-adaptive (e.g., isolating themselves from of 124 
social support, using alcohol, lack of understanding of depression from others, overtraining) 125 
and adaptive (e.g., commitment to recovery, accepting and expressing real self in therapy and 126 
being supported by significant others) coping processes.  Perhaps related to the use of these 127 
coping strategies, Beable et al. (2017) highlighted the relatively low use of antidepressant 128 
medication in athletes compared to the general population.  Within the general population, 129 
where the use of coping strategies has been studied more extensively, help-seeking 130 
behaviours such as talking to others and social support (Alexander, Haugland, Ashenden, 131 
Knight, & Brown, 2009; Biringer, Davidson, Sundfør, Lier, & Borg, 2016; Cornford, Hill, & 132 
Reilly, 2007; Fogarty et al., 2015), physical activity (Biringer et al., 2016; Daley, 2008; 133 
Fogarty et al., 2015), positive thinking (Alexander et al., 2009; Biringer et al., 2016), 134 
meditation (Fogarty et al., 2015), engaging in pleasant or neutral activities (Alexander et al., 135 
2009; Fogarty et al., 2015; Liu & Thompson, 2017), and more conventional approaches such 136 
as medical treatments (Cornford et al., 2007) or psychotherapies (e.g., CBT; Alexander et al., 137 
2009) have been reported as strategies used to cope with depression.  Although various 138 
coping strategies differentially impact one’s level of depression, the processes by which they 139 
might influence one’s symptoms are not always well understood (e.g., physical activity; 140 
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Daley, 2008).  Coping strategies are believed to help people suffering from MHIs by 141 
alleviating the inner turmoil, helping them to forget their problems (e.g., active and 142 
resourceful everyday life), and gain some inner peace (Biringer et al., 2016).  Alexander et al. 143 
(2009), for example, suggested that strategies such as positive thinking, talking to someone, 144 
or even spirituality could counteract hopelessness, isolation and despair in people with 145 
suicidal thoughts while pleasant activities (e.g., physical exercise, listening to music, working, 146 
experiencing nature, etc.) can help an individual to focus on something else or serve as a 147 
source of distraction from their worries and depressing thoughts (Alexander et al., 2009; 148 
Biringer et al., 2016; Daley, 2008).  As such, it seems important to consider the role of coping 149 
strategies in dealing with MHIs, especially given that people can adapt their use according to 150 
their needs (e.g., mood, symptoms or problem severity; Fogarty et al., 2015). 151 
From a performance perspective, a range of psychological skills have been shown to 152 
be facilitative of both development to, and performance at, an elite level (Bartulovic, Young, 153 
& Baker, 2017; Collins et al., 2016; Gould, Dieffenbach, & Moffett, 2002; MacNamara et al., 154 
2010; MacNamara & Collins, 2015; Orlick & Partington, 1988).  Indeed, there is a 155 
considerable evidence base attesting to the development and deployment of psychological 156 
skills as a means of coping with the stressors of the performance trajectory and environment 157 
(Kristiansen & Roberts, 2010; Nicholls & Polman, 2007; Savage, Collins, & Cruickshank, 158 
2016; Toering, Elferink-Gemser, Jordet, & Visscher, 2009).  Given the (presumed) prevalence 159 
of MHIs in sport, and depression in particular, this study sought to explore the coping 160 
strategies employed by athletes to deal with depression in order to support the development of 161 
proactive and preventative interventions that may build on the elite athletes’ established 162 
psychological skillset.  Therefore, the purpose of this study was to identify and examine the 163 
coping strategies implemented by elite athletes suffering from depression in order to increase 164 
our understanding of elite athletes’ subjective experience of MHI(s). 165 
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Method 166 
Participants  167 
Four successful elite athletes (1 female, 3 males (Mage = 33years, SD = 4.82) who 168 
“not only compete at the highest level, but have experienced some success at that standard 169 
(e.g., winning an event or a medal)” (Swann, Moran, & Piggott, 2015, p. 11) were 170 
purposefully sampled.  In order to meet our inclusion criteria, participants had to be over 18, 171 
to have/had experienced a formally diagnosed MHI(s) (e.g., depression; cf. World Health 172 
Organisation, 2016) during or immediately after ending their athletic career, and to have their 173 
condition safely under control or be free of any ongoing MHI(s) at the time of the interview.  174 
Participants were invited to participate via e-mail through a network of professional contacts.  175 
Two individual sport athletes and two team sport athletes agreed to take part in the present 176 
study.  At the time of the interviews, two participants were still competing at an elite level 177 
while two had just retired (see Figures 1- 4).   178 
Procedure 179 
Ethical approval was granted from the authors’ Institutional Ethics Committee and 180 
informed consent was obtained from each participant prior to interview.  Since the main aim 181 
of the present study was to generate an in-depth understanding of the coping strategies used 182 
by each participant, interpretative phenomenological analysis (IPA) was chosen to examine 183 
each narrative in detail.  Using semi-structured interviews, data were collected in two phases.  184 
In the first phase, a graphic time line reporting key events related to their mental health 185 
problem(s) and career was drawn by each participant (see Figures 1- 4).  This aided recall 186 
method not only offered a picture of participants' mental health and performance fluctuations 187 
around their episode of clinical depression but also offered a means to improve the precision 188 
of retrospective recalls by using landmarks events (Drasch & Matthes, 2013).  Building on 189 
this first stage, the second stage of the interview employed an interview guide specifically 190 
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developed for the purpose of this study to ensure that each participant was asked the same set 191 
of questions about their experience of depression (e.g., what kind of issues did you suffer 192 
from? How did it affect you? What was your reaction after getting the diagnosis? What did 193 
you do? Were any efforts made to overcome those issues? What key characteristics/strategies 194 
would you say are necessary, as an elite performer, to deal with mental health issues?).  195 
Probes and prompts were used for the clarification and elaboration of relevant points raised by 196 
each participant (Drasch & Matthes, 2013; Jones, Brown, & Holloway, 2013).  Questions 197 
avoided the use of jargon, were open-ended, and were framed as simply as possible using 198 
examples for clarification when necessary.  Although the interview guide and graphic 199 
timeline were used to guide the discussion, participants were given the opportunity to freely 200 
share their subjective experience while at the same time ensuring a certain uniformity between 201 
interviews (Jones et al., 2013).  The one-on-one interviews lasted about 90 minutes and were 202 
conducted face-to-face by the first author.  All were audio-recorded and transcribed verbatim.   203 
Pilot study.  Pilot interviews were carried out with two male athletes (mean age = 33, 204 
σ = 5.657) meeting the aforementioned inclusion criteria.  After the interview, the participants 205 
gave feedback on the overall content of the interview.  Changes regarding the order of two 206 
questions was the most noticeable modification made to improve the original interview script.   207 
Data Analysis 208 
Data were analysed using Smith and Osborn (2007) and Biggerstaff and Thompson 209 
(2008)’s guidelines to IPA.  All transcripts were read multiple times along with the original 210 
recordings allowing the first author to become as familiar as possible with their content.  211 
During this familiarising phase, the first author’s thoughts, observations, and other comments 212 
were recorded and annotated.  Meaningful units reflecting participants’ quotes were then 213 
highlighted, commented and followed by the coding of initial themes (Nicholls, Holt, & 214 
Polman, 2005; Smith & Osborn, 2007).  The revision tools on Word were used in order to 215 
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easily share thoughts, observations, quotes, comments and initial themes between the 216 
researchers.  Those initial themes and comments allowed us to capture the core of each 217 
meaningful unit while also taking into consideration the researchers’ own interpretations 218 
(Nicholls et al., 2005; Smith & Osborn, 2007).  This process was repeated for each transcript 219 
until original meaningful units were all coded into themes.  Similar themes were clustered 220 
together and given a name representing a higher order theme.  An overall structure to the data 221 
set of each transcript was subsequently achieved by the realisation of an hierarchical 222 
inventory of the themes (Biggerstaff & Thompson, 2008).  Patterns across the transcripts were 223 
considered after analysis was completed (Smith, 2011).  The divergences and convergences 224 
between the transcripts were of particular interest (Smith, 2011; Smith & Osborn, 2007).   225 
Each of the themes is presented in the results section using anonymised quotations 226 
which emphasized the similarities and dissimilarities between the interviews as well 227 
participants’ subjectivity (Smith & Osborn, 2007).  In order to ensure confidentiality and 228 
anonymity, participants are referred to by numbers.  Furthermore, and for the sake of clarity 229 
and ease of comprehension, common coping classifications often reported in the sport 230 
psychology literature were used to give an overall description on how participants responded 231 
to depression.  Although those classifications imply that each strategy can only fit in one 232 
theoretical and functional category, we acknowledge that a single strategy could serve 233 
different functions depending on the context and on the individual (Gaudreau & Blondin, 234 
2002; Richards, 2011).  As such, we acknowledge that the classification was dependent on the 235 
authors’ interpretation.   236 
Trustworthiness.  Trustworthiness was ensured by the use of peer-debriefing, thick 237 
description (Jones et al., 2013), and member-reflection (Smith & McGannon, 2018).  Peer-238 
debriefing was achieved via the research team’s feedback and challenges to the first author 239 
throughout the study but in particular during the data analysis phase (Jones et al., 2013).  For 240 
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example, the second author, an experienced qualitative researcher who had not been involved 241 
in the data collection, critically analysed and reviewed the first author’s data analysis and 242 
interpretation.  Authors 1 and 2, then discussed the data analysis enabling them to consider 243 
each other’s understanding and interpretation of the data.  Following these steps, authors 3 244 
and 4 played the role of critical friends and reviewed the codes and themes generated during 245 
the initial data analysis (Jones et al., 2013).  Member reflection provided the participants with 246 
an opportunity to give feedback on the themes generated from their own transcript as well as 247 
to reflect and comment on the overall findings.  Participants were provided with an overall 248 
summary of the data encompassing a table summing up the different themes generated from 249 
the entire set of data as well as a more specific summary of the results generated from their 250 
own data.  This summary was accompanied with an explanation of each theme and sub-theme 251 
as a way to highlight the logic behind the analysis.  This dynamic process allowed participants 252 
and researchers to engage in order to confront their understanding of those data (Smith & 253 
McGannon, 2018).  While all participants were contacted for member reflection, only one 254 
participant took the opportunity to engage in this process and offer reflections on the data set.  255 
Following this, results were discussed, triangulated, and reworked by the whole research team 256 
until a consensus was found.  Finally, the richness of the data was preserved by presenting the 257 
findings using thick and direct quotations in order for the readers to hear the participants’ own 258 
voice as well as grasp the logic behind the analysis (Jones et al., 2013). 259 
Results 260 
The main objective of the present study was to identify and examine the coping strategies 261 
used by elite athletes to deal with clinical depression.  Participants reported a variety of 262 
comorbidities such as attention deficit/hyperactivity disorder (ADHD; Participant 1), anxiety 263 
issues (Participants 1, 3 and 4) and obsessive and compulsive disorder (OCD; Participant 4) in 264 
addition to the formal diagnosis of depression made by a general practitioner (GP; n=2) or a 265 
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psychiatrist (n=2).  However, reflecting the aims of the study and the diagnosis of clinical 266 
depression that was common across participants, the results will focus solely on the coping 267 
strategies implemented to address depression.   268 
How Do Elite Athletes Cope with Depression? 269 
 Problem-focused strategies.  As a means of coping with depression, all participants 270 
described how they attempted to change the situation they were in.  For example, all the 271 
participants described help-seeking behaviours such as seeking out tangible and informational 272 
support from a variety of formal sources (e.g.,  GP, psychiatrist, counsellor, social worker; 273 
Rickwood & Thomas, 2012).  Participant 1 exemplified this through his description of the 274 
journey he went through in order to get help: 275 
I tried to get help.  I accessed the EIS [English Institute of Sport] and BUPA 276 
[Health Insurance Company] healthcare (...), so I managed to reach out to a 277 
doctor.  They then diagnosed me and put me on some medication.  They also put 278 
me onto sessions with the Priory [treatment centre]. 279 
Participant 2 also described how he was encouraged to seek help by his family and, 280 
specifically, by his father.  Whilst social support associated with family is often considered as 281 
emotional coping in some cases, as illustrated by Participant 2, it can lead to more tangible 282 
and informational support:  283 
My dad mentioned it.  He said, when I opened up he just said, ‘I think you’re 284 
suffering from depression (…) then we decided to go and see my GP, put me on 285 
some antidepressant medication and then I got talking to a counsellor. 286 
Participant 3 described a very similar journey describing how her GP, who had made the 287 
initial diagnosis, encouraged her to take some time off work and see a counsellor:  288 
I went into the doctor’s appointment and I just couldn’t speak.  I just cried for 289 
about half an hour and overran several other people’s appointments.  And then 290 
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he’s like, ‘you can’t work if you’re like this.  It is better if we sign you off (…).  I 291 
did everything I could think of.  I had counselling (...).   292 
Illustrating the range of sources of support that were availed of, Participant 4 described his 293 
help-seeking journey as follows:  294 
I went to my GP who referred me to [Hospital’s Name] which is a mental hospital 295 
in [City’s Name] which is my hometown (…).  So, I originally saw a social 296 
worker while we were waiting and then saw both a psychologist and a psychiatrist 297 
and it was the psychiatrist who diagnosed the OCD.   298 
 Seeking treatment and appropriate social support are critical resources to deal 299 
with MHIs such as depression (Talebi, Matheson, & Anisman, 2016).  However, and as with 300 
the general population (Cornford et al., 2007; Rickwood & Thomas, 2012), seeking 301 
professional help and conventional medical treatment was only one of the coping strategies 302 
employed by these elite athletes.   303 
Emotion-focused strategies.  Participants employed a variety of strategies in order to 304 
address the emotional responses caused by their depression.  These strategies ranged from 305 
emotional eating, stress decrease strategies (e.g., relaxation, meditation, acupuncture, etc.), 306 
and various ways to vent unpleasant emotions such as seeking emotional support from a 307 
variety of sources or becoming a spokesperson and sharing their experience with others (e.g., 308 
talks, interviews).  Participant 1, for example, mentioned both the informational and 309 
emotional help he received from his counsellor and how he was able to combine this with 310 
other coping strategies such as meditation: “The Priory helped me with like their 311 
psychological input and stuff.  But then I started using things like Headspace [meditation 312 
app].”  In a similar manner to Participant 1, Participant 2 sought support from a professional 313 
counsellor and became a fervent advocate of the benefits of talking therapies.  Talking was 314 
also emphasized by Participant 2 as the most important and effective step on his path to 315 
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recovery (e.g., “And then I got talking to a counsellor and talking and talking and talking just 316 
saved my life.”).  Aware of both the stigma associated with MHIs and of the importance of 317 
talking, Participant 2 decided to share his story publicly with others and used it “as like a 318 
therapy because it is good to speak about what I went through and I feel it was really, really 319 
useful.”  Like Participant 2, Participant 3 and 4 shared their experiences with others via 320 
different channels.  Furthermore, Participant 3 also mentioned a range of different strategies 321 
she employed to address her emotional state.  In addition to counselling and talking (e.g., to 322 
her coach and sport psychologist), she also tried hypnotherapy, acupuncture, and meditation.  323 
According to her:   324 
I did everything I could think of.  I had counselling, hypnotherapy, meditation.  I 325 
spoke, speaking to my coach maybe helped, speaking to Name, sport psychologist 326 
helped (…).  I started doing meditation (…).  I’m trying acupuncture at the moment.  327 
I’m always trying to try different things to see what helps (…).  Well meditation does 328 
help and I think I’m always a busy person and my mind is always busy.  So, I think 329 
it’s good for me anyway to calm the mind down (…).   330 
In addition to working with charities, Participant 4 also used other strategies such as engaging 331 
in emotional eating to feel better (e.g.: “I eat a lot of food when I’m feeling low makes me feel 332 
better.  So chocolate, ice cream, crisps.  It makes me feel happier.”). 333 
 Moreover, all participants emphasised the importance of the emotional support 334 
provided by their entourage (e.g., friends and family; Rickwood & Thomas, 2012).  335 
Participant 1, for example, explained how his family and friends were “there for” him when 336 
he was suffering from depression:  337 
My family is lovely so like in no way when they talk, people talk about bad parenting, 338 
like my family’s the epitomy of a great family.  And we were talking about generally 339 
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people outside of sport, actually quite good for mental health (…) like friends and 340 
everything like that are wonderful. 341 
Participant 2 also described how talking in general, and in particular to his family and friends, 342 
became a big component of his life and a means of coping with depression symptoms.  He 343 
explained how: 344 
… just chatting with your mates.  It’s, even if you’re not talking about your problems, 345 
even if you’re talking about utter rubbish you’re still breaking things down and you’re 346 
getting things off your chest .(…) I don’t keep anything bottled up any more.  If 347 
anything’s getting on top of me I’ll speak to me wife, I’ll speak to me parents.  People 348 
think it can’t be that easy but talking is, honestly, it’s saved my life. 349 
The importance of social support, and even just “having someone to talk to”, was also 350 
reported by Participant 3: 351 
The most important thing is support from other people and being able to talk to 352 
someone that understands it yeah.  (…) I think talking to other people is more 353 
important than any other tool, I suppose.  Just being able to get things off your chest 354 
and say things, even if they seem irrational. 355 
Similarly, Participant 4 received a lot of emotional support from his friends, family and, 356 
teammates.  Perhaps surprisingly given the significance places on peers and teammates in 357 
sport (Bianco, 2001), Participant 4 was the only one who mentioned teammates as a source of 358 
support: 359 
 So I talked to my fiancée about it, I talked to just friends and even sometimes I’m 360 
feeling really down and say to my friend ‘I’m feeling really down at the minute’ and 361 
then talk for a couple of minutes and all of a sudden you’re feeling better just for 362 
saying it.  Like doesn’t necessarily mean like it’s like magic or anything like that but it 363 
yeah I feel better just for you know having people to talk to, having told people makes 364 
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a massive difference (…) if I have a bad game I know my teammates will be keeping 365 
an eye on me making sure everything’s OK but that’s just their way of caring and 366 
showing support. 367 
Although the importance of having a good social support network was emphasized by 368 
all the participants, they were also aware of the potential negative impact others could have on 369 
their depression.  Participant 1, for example, explained that when he announced his retirement 370 
“everyone kept asking me, ‘so what are you gonna do?’ And I’m like, ‘I ain’t got a clue”, and 371 
described how these remarks weren’t helpful at that time.  Negative forms of social support 372 
was also reported by Participant 3 in the form of unsolicited or unwanted advice “The only 373 
annoying thing is people trying to give me advice and…that’s just another athlete’s opinion 374 
and what do they know compared to what the consultant knows.  So that, the unwanted advice 375 
frustrates me”.  Despite good intentions, undesired support can be as unhelpful or harmful as 376 
inadequate or a lack of support as one’s needs are not met (Bianco, 2001). 377 
Appraisal-focused strategies.  Cognitive restructuring and/or reappraisal strategies 378 
(e.g., positive thinking, acceptance, alternative thoughts, etc.) were mentioned by three out of 379 
the four participants.  Participant 1, for example, tried to reappraise his situation by using a 380 
mix of positive thinking and alternative thoughts allowing him to put his situation and 381 
thoughts into perspective: 382 
It’s like an existential crisis, you kind of reframe and look at things.  And you kind of 383 
understand happiness is a different equation to what’s been shoved down your face 384 
(...) whereas before I would be very impulsive, so you said something, I’d go, ‘oh that 385 
must be right because I cannot be wrong.  Whereas now I’m just like, ‘no it doesn’t 386 
necessarily mean that at all.  There’s no absolute.’ (…) Instead of thinking, ‘oh okay, 387 
life is’, there’s so many other things like it doesn’t matter.  It just doesn’t matter.  In 388 
the grand scale of things what’s going on it really doesn’t matter. 389 
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 Likewise, and in addition to other strategies such as meditation, Participant 3 tried 390 
to alter her thought patterns using positive thinking, acceptance, and taking the time to look 391 
for alternative thoughts: 392 
Just trying to change the thought processes and all the suggestions that I get from the 393 
counsellor or from my coach or Name [sport psychologist] (…).  And maybe 394 
meditation helps with that as well because as soon as you realise you’re having 395 
unhelpful thoughts, just try and forget it and think of something else.  Yeah try and 396 
replace it with a positive thought or just move on and just don’t think about that 397 
anymore (…).  I guess I would always be frustrated that something had happened and 398 
wishing I could change it.  But then now accepting you can’t change what has 399 
happened in the past.  What can you do now and what can you do right now, this 400 
minute (…).  I guess if something genuinely bad happens it puts other things into 401 
perspective.  So, I do make more efforts to sort of step back and have time to think 402 
before reacting to things. 403 
 Participant 4 described how he employed a range of cognitive strategies including 404 
acceptance of his mental state and the role played by his OCD, re-evaluating his thoughts in a 405 
more rational way, as well as using alternative thoughts in order to cope with his depressive 406 
thoughts:  407 
 I’ve accepted that I do have an illness and times I feel very, very low, so it can be 408 
because it can be torture for yourself to think you know if this has happened, if this has 409 
happened, if I was better at this, if I was better at or that, if I was better at [sport] there 410 
then I’d be instantly happier.  You can certainly think God that’s torture, whereas now 411 
I’m thinking ‘OK I wanted to be a better [sport] player I want to be better at all these 412 
things.  But it doesn’t necessarily mean I’m going to be genuinely happier’.  And 413 
that’s the single biggest thing which lead me to feeling better. 414 
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 Although three of the participants used a variety of cognitive restructuring 415 
strategies, Participant 3 was the only one who explicitly described how she was able to 416 
transfer the skills she learned from her sport psychologist (e.g., goal setting, cognitive 417 
strategies) for performance enhancing effects to handle her anxiety and depressive thoughts: 418 
I think a lot of the skills from sport psychology are useful in other situations as well.  419 
Just about if you can’t control something then don’t waste your energy worrying about 420 
it.  And what are the things that you can, what can you change and focus on that 421 
instead (…).  I think it is good to learn the skills of sport psychology, of focusing on 422 
the helpful things and try and not to think about unhelpful things and things you can’t 423 
change (...).  Everything to do with sport, the harder you work for something then you 424 
improve and you move toward your goals.   425 
 Avoidance strategies: Participants described various avoidance strategies such as 426 
physically removing self from a stressful situation (e.g., leaving the problematic environment) 427 
and engaging in new activities (e.g., physical activity, new hobbies, working with charities) as 428 
ways to deal with depression.  Illustrating this, Participant 1 purposefully started to search for 429 
new interests in an effort to distance himself from the sport environment responsible, 430 
according to him, for his depression.  He reported: 431 
I started finding things which interested me because up until then I didn’t have 432 
anything because it was monopolised by [sport].  I just started to do things more what 433 
I wanted to do (…).  Going back home, I lived with my parents for about three months 434 
whilst I got better.   435 
In a similar fashion, Participant 2 started new activities outside of his sport and became 436 
involved with charities: 437 
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Doing stuff for charity and doing stuff for other people makes me feel good about 438 
myself (…).  I also got into physical activity as well, although I couldn’t run or do 439 
anything much but I got into boxing.  And that was another antidepressant that I used. 440 
Participant 4 also described the positive impact exercising had on his mood: 441 
Exercising in general can lift the mood so sometimes feeling very low and don’t want 442 
to train don’t want to go and then finish afterwards and just feel pretty good (...).  443 
Sometimes I’m feeling low and then I go, we have like, a training session makes me 444 
better afterwards but sometimes you feel bad after training, sometimes, you feel good 445 
going for a session feel bad afterwards so yeah (…).   446 
However, unlike Participant 2’s new physical activity, Participants 3 and 4 - for whom the 447 
perceived triggers behind their depression were not related to their sport participation - also 448 
mentioned training and competing as helpful strategies.  Participant 3, for example, explained 449 
that: 450 
Training is like a release, and in every other situation, training’s always made me feel 451 
better and feel back to normal again (…).  I did start training as soon as I could.  And 452 
it did, it did make me feel better (…).  All my ambitions are then in sport.  So that’s 453 
what drives me and I need to …, it just makes me happy to achieve something and 454 
work hard in sport.  And then that’s where I get satisfaction from.   455 
While distracting strategies had a positive impact on participants’ emotional state, 456 
other avoidance strategies such as postponing help seeking or denying a problem until it is not 457 
possible to do otherwise could be considered as detrimental.  (Un)consciously postponing 458 
help seeking could be related to some cognitive distance in the form of denial.  Even though 459 
the participants did not explicitly report postponing help seeking, there appeared to be a delay 460 
between the manifestation of symptoms and the implementation of help seeking behaviours.  461 
Three out of four of the participants had suicidal thoughts or plans to commit suicide before 462 
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they sought help.  Participant 1 explained how, even after seeing a GP and receiving 463 
medication, he waited for his condition to worsen before seeking help from a counsellor: 464 
So from diagnosis in 2014, I did nothing apart from taking an antidepressant which 465 
was prescribed to me.  2015, again no, no…like until I snapped my knee and then I’d 466 
become even more suicidal (…).  So it would have been actually 2014, I think, the, the 467 
initial GP diagnosis.  And then it would have been about 2015, it would have been 468 
about June, July I started seeing the woman at the Priory. 469 
Participant 2 mirrored these behaviours and waited to the point where he had suicidal ideation 470 
to seek help, and only then as a result of encouragement from his family.  As he described: 471 
I found myself in [City] in my car, gonna take me own life.  I had a box full of pills, 472 
strongest drugs you can get (…).  Oxynorm, Oxycotin, the strong morphine based 473 
drugs.  I was gonna take my own life.  And for some reason I don’t know why I didn’t 474 
whether it were my kids or my wife or my parents, I couldn’t tell you because I was in 475 
a total different place (…).  I’ve got a real close family around me and they’d noticed a 476 
big difference in my personality and it was them that saved my life really (…).  And 477 
we spent hours talking and crying and then we decided to go and see my GP. 478 
In a similar fashion, Participant 4 described how it took him years to finally seek help.  479 
Indeed, this participant recounted how, even though he suffered from suicidal thoughts since 480 
his childhood, he only sought help in adulthood: 481 
I struggled with mental illness since a young age.  I first remember having thoughts of 482 
self-harm around 8 or 9 and then I eventually went to first see a Doctor about it in 483 
January of 2014 (…).  I first went to the Doctor at 26.  I would’ve, yes so diagnosed 484 
around that time 26/27 (…). 485 
Upon reflection, Participant 4 realised he should have sought help sooner but felt, at the time, 486 
that he didn’t have the information, or ability, required to make such a decision. 487 
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Around that age if someone had said to me, if there was a load of mental health 488 
campaigns, if there was people I looked up to in [sport] and in other sports talking 489 
about their mental health and they’ve got it then I’d have been like ‘Oh OK well this 490 
isn’t something that I should be scared of this isn’t something that I should be 491 
ashamed of’ and would’ve gone to the Doctor (…).  I knew it wasn’t right but I was 492 
ashamed of it because it was perceived as weakness at the time.  Whereas if someone 493 
who I’d looked up to had it I’d have been like ‘Oh well if that person has it then you 494 
know it’s OK’. 495 
Discussion 496 
The purpose of this study was to identify and examine the coping strategies 497 
implemented by elite athletes who had been diagnosed with depression within the larger 498 
context of their subjective experience of MHI(s).  On first review, our findings offer little new 499 
data but rather confirm studies previously conducted in the general population that people 500 
with depression tend to use a variety of strategies to manage their MHIs (Alexander et al., 501 
2009; Biringer et al., 2016; Cornford et al., 2007; Fogarty et al., 2015; Liu & Thompson, 502 
2017).  On a deeper examination, however, the present findings consider the ways participants 503 
responded to their experience of MHIs and highlight the wide and mixed range of problem− 504 
(e.g., help-seeking behaviours), emotion− (e.g., emotional eating, stress decrease strategies, 505 
venting unpleasant emotions), appraisal− (e.g., cognitive restructuring, reappraisal strategies), 506 
and avoidance (e.g.,  removing self from a stressful situation, physical activity, new hobbies, 507 
postponing seeking from help) strategies used, alone or in combination, by athletes to cope 508 
with depression. 509 
As with the general population, athletes used conventional medical treatment in 510 
combination with a broad range of other strategies to cope with their depression (Cornford et 511 
al., 2007; Rickwood & Thomas, 2012).  Participants particularly emphasised the importance 512 
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of talking and reaching for professional help, supporting previous research stressing the key 513 
role talking to others about one’s problems (e.g., to a trusty professional, family member or 514 
friend) and having a safe place to express ones’ emotions (Alexander et al., 2009; Doherty et 515 
al., 2016; Fogarty et al., 2015) can have in the recovery process (Biringer et al., 2016; 516 
Doherty et al., 2016).  Appropriate social support is certainly essential as it can, when 517 
perceived as matching one’s needs, facilitate the implementation of coping strategies, help 518 
individuals to acknowledge a problem, and encourage them to seek professional help (Bianco 519 
& Eklund, 2001; Cornford et al., 2007; Doherty et al., 2016; Gulliver et al., 2012; Talebi et 520 
al., 2016).  An effective social network of family, peers, and companionship is important for 521 
people with suicidal ideation due to the role of connectedness in recovery (Alexander et al., 522 
2009).  Therefore, and given that social support can take on different forms (e.g., emotional, 523 
tangible, and informational) and can be offered by various sources (e.g., family, friends, 524 
teammates or health professionals), it seems crucial that people suffering from MHIs are 525 
made aware of the social support and “resources” that are at their disposal as well as being 526 
given the ability and support to use these resources appropriately (Bianco & Eklund, 2001; 527 
Rickwood & Thomas, 2012).  However, despite the importance attributed to social support, 528 
few studies have investigated the nature of the social support athletes suffering from MHIs 529 
receive from within their sport environment.  This stands in contrast to the importance of 530 
seeking and using social support as a performance-focused aid (MacNamara & Collins, 2015).  531 
Future research on the social support athletes suffering from MHIs actually receive, perceive 532 
to receive, and/or need (e.g., type of support, provider, etc.) is, therefore, warranted.   533 
 Supporting previous research conducted in the general population (Biringer et al., 534 
2016; Cornford et al., 2007; Fogarty et al., 2015), our findings also highlighted athletes’ use 535 
of diverse cognitive restructuring and/or reappraisal strategies (e.g., positive thinking, 536 
acceptance, alternative thoughts), stress-decreasing strategies (e.g.  relaxation, meditation), 537 
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and distracting activities in managing MHIs.  While cognitive strategies were used by the 538 
participants to reappraise the meaning of the emotion-eliciting situation and regulate the 539 
emotions attached to it (Lazarus, 1993; Liu & Thompson, 2017), distracting strategies were 540 
used to “purposeful turning one's attention away from one's symptoms of depression and its 541 
possible causes and consequences to pleasant or neutral activities” (Nolen-Hoeksema, 1991, 542 
p. 570; cited in Liu and Thompson, 2017).  Some of the activities reported by the participants 543 
(e.g., being involved in charity, physical activity, etc.) are consistent with findings 544 
highlighting the usefulness of changing one’s emotional and cognitive states by engaging in 545 
pleasant or neutral distracting activities (Biringer et al., 2016; Liu & Thompson, 2017).  546 
Furthermore, physical activity could be seen as a way to distract individuals from anxious 547 
and/or depressive thoughts (Daley, 2008).  It was, however, interesting to note that physical 548 
activity, training, and competing only were used by the participants for whom depression was 549 
not considered as related to their sport participation.  When depression is a consequence of 550 
sport participation, a break away from the sport environment could help athletes associating 551 
their depression to their sport participation or environment to better deal with their distress 552 
(Doherty et al., 2016).  As such, it is important that both the individual and the context in 553 
which the problem occurs (Lazarus, 1993) are carefully considered.  In this regard it has been 554 
suggested that participation in elite sport could either help athletes cope with MHIs or be a 555 
trigger for MHIs (Reardon & Factor, 2010). 556 
 Understanding the context and complexities of elite sport is clearly an important 557 
step.  For example, three participants postponed seeking professional help until they were 558 
confronted with suicidal ideation.  While this delay in seeking help might be partly explained 559 
by the stigma and embarrassment surrounding mental health in sport (Addis & Mahalik, 2003; 560 
Gulliver et al., 2012), the difficulty to discriminate between normal feelings and MHI 561 
symptoms might be another explanation (Cornford et al., 2007).  Critically however, the 562 
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reluctance to seek professional help is one of the biggest challenges in the treatment and 563 
prevention of MHIs, especially for men (Addis & Mahalik, 2003; Gulliver et al., 2012; 564 
Rickwood & Thomas, 2012; Talebi et al., 2016).  As a result, by the time individuals finally 565 
seek help, their condition has often worsened from a subclinical to a clinical level of severity 566 
and impairment (Schinke, Stambulova, Si, & Moore, 2017).  In order to improve the early 567 
detection of MHIs, and prevent subclinical issues evolving into clinical disorders (Schinke et 568 
al., 2017), an important step in a performance context would be to increase athletes’, and their 569 
entourages’, awareness of MHIs and their ability to seek for help and support when necessary 570 
(e.g., when, who, and where to go; Lauber, Nordt, Falcato, & Rössler, 2003).  It was 571 
noteworthy that participants in the present study also came to this conclusion and, like 572 
Gulliver et al. (2012), believed that by sharing their stories and increasing MHIs visibility in 573 
sport environments they could encourage others currently in the same situation to reach for 574 
help.   575 
 Perhaps the most interesting finding was the overlap between the categories of 576 
coping strategies highlighted in the present study and those found in previous research on how 577 
sport performers cope with sport and organisational stressors (Kristiansen & Roberts, 2010; 578 
Nicholls & Polman, 2007).  Although only Participant 3 explicitly reported employing the 579 
psychological skills learned in sport as performance enhancing strategies to deal with her 580 
MHI (e.g., focus and cognitive strategies), both the present data and previous studies (Gould 581 
& Carson, 2008; Kendellen & Camiré, 2019) suggest the possibility of a skills-based transfer 582 
from sport to daily life.  There is a significant body of literature supporting the importance of 583 
psychological skills as precursors of sporting excellence.  As such, performers must develop 584 
and use a range of skills and strategies to self-monitor their progress, as sources of errors and 585 
needs (e.g. gathering information; Bartulovic et al., 2017), to cope effectively with the 586 
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inevitable ‘ups and downs’ encountered as they progress in sport (Gould et al., 2002; 587 
MacNamara et al., 2010).   588 
Clinical Implications  589 
 Of course, the present findings do not offer a selective list of strategies that 590 
athletes should systematically apply when confronted with MHIs.  Instead, given that athletes 591 
already have developed a range of coping strategies through their engagement in elite sport, 592 
the present results suggest that athletes could be supported to use the knowledge and skills 593 
learned to cope with sport challenges in order to better handle other kind of challenges such as 594 
dealing with MHIs.  A logical focus of psychological support in sport would, therefore, be on 595 
the development of a broad range of psychological skills, supporting both athletes’ ability to 596 
monitor their own well-being and their ability to deploy those skills to deal with challenges 597 
from both within (e.g., injury, deselection) and outside (e.g., MHIs) of their sporting lives 598 
(Collins, MacNamara & Cruickshank, 2018).  Although such interventions may not prevent 599 
the development of MHIs, nor explicitly and solely enable athletes to self-address such issues, 600 
increased knowledge about MHIs and mental skills may promote skills transfer by increasing 601 
athletes’ understanding on how skills learned in a sporting context can be transformed and 602 
applied to respond to the demands encountered in other contexts (e.g., opportunities, needs, or 603 
benefits of life skills transfer; Kendellen & Camiré, 2019).  In addition, this type of 604 
intervention may also provide athletes with sufficient awareness and tools to monitor, early 605 
detect, and fight against developing MHIs.  However, in order to be as efficient as possible, 606 
this type of intervention should be taught in a consumable and informed format (e.g., age-607 
related, sport-related, role models) taking into account, for example, the help-seeking 608 
behaviours and barriers specific to the groups targeted by those interventions (Gulliver et al., 609 
2012).  Furthermore, and in addition to existing psychological skills developed by athletes for 610 
sport (e.g. quality practice, focus and distraction control, planning, imagery, goal setting, etc.; 611 
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MacNamara et al., 2010; Orlick & Partington, 1988), knowledge, skills and behaviours can 612 
also be learned and developed by elite athletes in regards to maintaining, protecting or dealing 613 
with their mental health.  The implementation of longitudinal investigations looking to the 614 
effectiveness of such interventions is a clear next step. 615 
Limitations and future recommendations 616 
The present study is not without limitations.  While the four participants in this study 617 
reported being formally diagnosed with depression and comorbidities (e.g., anxiety, ADHD 618 
and OCD), no third party information was sought.  Furthermore, despite the use of an aided 619 
recall method (Drasch & Matthes, 2013), some memory decay may impact the results due to 620 
the recall of a difficult period of time for the participants.  Social desirability is another 621 
element worth discussing that may have impacted the results as participants may have been 622 
more willing to participate in the present study as a result of their own interest and 623 
commitment to increase the public’s awareness regarding MHIs in sport.  As the effectiveness 624 
of the coping strategies implemented was not assessed ‘per se’, it is worth considering that 625 
participants reported “coping strategies” as only those actions they had in mind at the time of 626 
the interview or the ones they believed that had a positive impact on their condition.  As such, 627 
it is important to consider the subjectivity of a person and the whole context surrounding 628 
one’s journey to recovery (Cornford et al., 2007).  Given that, the effectiveness of a coping 629 
strategy (e.g., adaptive or non-adaptive) depends on the individual, on the context and on the 630 
desired outcomes (Lazarus, 1993), and recognising the retrospective nature of this 631 
investigation, a number of coping strategies could have been omitted.  Future research may, 632 
therefore, be warranted in order to examine the (perceived) effectiveness of the strategies 633 
implemented by elite athletes to cope with MHIs.  Such future research seem essential in 634 
order to maximize the benefits of interventions aiming to help individuals suffering from 635 
MHIs such as depression.  Furthermore, the small sample size, the inter−variability between 636 
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the participants (e.g., individual versus team sport, males versus female), as well as the 637 
uniqueness of the targeted cohort, do not enable the findings to be fully generalised.  638 
Nevertheless, in regard to the small sample size, Smith and Osborn (2007) suggested that a 639 
small sample of three participants is enough to realise an in-depth and detailed analysis of 640 
each participant’s data set while big samples may weaken the analysis due to the amount of 641 
data generated.  Moreover, generally speaking, IPA research is conducted on small samples as 642 
this phenomenological approach aims to provide rich and detailed descriptive accounts of 643 
how people perceive and make sense of their own lived experience (Smith, 2011).  In the 644 
present paper, a small sample size was, therefore, chosen to achieve a rich phenomenological 645 
data set.  Although saturation is not an aim in IPA (Saunders et al., 2018), we considered that 646 
saturation was met during the data analysis when no new codes  occurred in the data.  Future 647 
research might consider interviewing more athletes to add to the current findings, examining 648 
differences that may exist between type of the sport (e.g., individual versus team), gender, and 649 
support structure (e.g., presence or not of a sport psychologist in the athlete’s entourage).   650 
Conclusion 651 
The present study gives a broad picture of how four elite athletes coped with clinical 652 
depression.  The participants particularly stressed the importance of talking, seeking 653 
professional help, and social support.  The differences between the coping strategies 654 
employed by athletes to navigate challenges associated with sport and the coping strategies 655 
used to deal with MHIs were most noteworthy.  This suggests that encouraging athletes to use 656 
and transfer the skills learned from sport to their every-day life could be an efficacious means 657 
of dealing with MHIs.  Further research on coping strategies, the resources used by elite 658 
athletes to deal with MHIs, and the effectiveness of these approaches is warranted in order to 659 
design interventions.  Finally, the present study highlights some practical implications such as 660 
the need to improve athletes’ understanding about MHIs in order to decrease the stigma 661 
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associated with that topic and foster help-seeking behaviours as well as regarding the 662 
usefulness their current skillset may have in response to MHIs. 663 
Acknowledgements 664 
The authors would like to thank the four athletes who took part in the present study for 665 
their time and valuable contribution. 666 
References 667 
Addis, M. E., & Mahalik, J. R. (2003). Men, masculinity, and the contexts of help seeking. 668 
American Psychologist, 58(1), 5–14. doi:10.1037/0003-066X.58.1.5 669 
Alexander, M., Haugland, G., Ashenden, P., Knight, E., & Brown, I. (2009). Coping with 670 
thoughts of suicide: Techniques used by consumers of mental health services. 671 
Psychiatric Services, 60(9), 1214–1221. doi:10.1176/ps.2009.60.9.1214 672 
Bartulovic, D., Young, B. W., & Baker, J. (2017). Self-regulated learning predicts skill group 673 
differences in developing athletes. Psychology of Sport and Exercise, 31, 61−69. 674 
doi:10.1016/j.psychsport.2017.04.006 675 
Beable, S., Fulcher, M., Lee, A. C., & Hamilton, B. (2017). SHARPSports Mental Health 676 
Awareness Research Project: Prevalence and risk factors of depressive symptoms and 677 
life stress in elite athletes. Journal of Science and Medicine in Sport, 20(12), 1047–678 
1052. doi:10.1016/j.jsams.2017.04.018 679 
Bianco, T. (2001). Social support and recovery from sport injury: Elite skiers share their 680 
experiences. Research Quarterly for Exercise and Sport, 72(4), 376–388. 681 
doi:10.1080/02701367.2001.10608974 682 
Bianco, T., & Eklund, R. (2001). Conceptual considerations for social support research in 683 
sport and exercise settings: The case of sport injury. Journal of Sport & Exercise 684 
Psychology, 23(2), 85–107. doi:10.1123/jsep.23.2.85 685 
28 
 
Biggerstaff, D., & Thompson, A. R. (2008). Interpretative phenomenological analysis (IPA): 686 
A qualitative methodology of choice in healthcare research. Qualitative Research in 687 
Psychology, 5(3), 173–183.  688 
Biringer, E., Davidson, L., Sundfør, B., Lier, H. Ø., & Borg, M. (2016). Coping with mental 689 
health issues: Subjective experiences of self-help and helpful contextual factors at the 690 
start of mental health treatment. Journal of Mental Health, 25(1), 23−27. 691 
doi:10.3109/09638237.2015.1078883 692 
Collins, D., MacNamara, Á., & McCarthy, N. (2016). Super champions, champions, and 693 
almosts: Important differences and commonalities on the rocky road. Frontiers in 694 
Psychology, 6(2009), 1–11. doi:10.3389/fpsyg.2015.02009 695 
Cornford, C. S., Hill, A., & Reilly, J. (2007). How patients with depressive symptoms view 696 
their condition: A qualitative study. Family Practice, 24(4), 358–364. 697 
doi:10.1093/fampra/cmm032 698 
Daley, A. (2008). Exercise and depression: A review of reviews. Journal of Clinical 699 
Psychology in Medical Settings, 15(2), 140–147. doi:10.1007/s10880-008-9105-z 700 
Doherty, S., Hannigan, B., & Campbell, M. J. (2016). The experience of depression during 701 
the careers of elite male athletes. Frontiers in Psychology, 7(1069), 1–11. 702 
doi:10.3389/fpsyg.2016.01069 703 
Drasch, K., & Matthes, B. (2013). Improving retrospective life course data by combining 704 
modularized self-reports and event history calendars: Experiences from a large scale 705 
survey. Quality and Quantity, 47(2), 817–838. doi:10.1007/s11135-011-9568-0 706 
Fogarty, A. S., Proudfoot, J., Whittle, E. L., Player, M. J., Christensen, H., Hadzi-Pavlovic, 707 
D., & Wilhelm, K. (2015). Men's use of positive strategies for preventing and 708 
managing depression: A qualitative investigation. Journal of Affective Disorders, 188, 709 
179−187. doi:10.1016/j.jad.2015.08.070 710 
29 
 
Gaudreau, P., & Blondin, J.-P. (2002). Development of a questionnaire for the assessment of 711 
coping strategies employed by athletes in competitive sport settings. Psychology of 712 
Sport and Exercise, 3(1), 1–34. doi:10.1016/S1469-0292(01)00017-6 713 
Gorczynski, P. F., Coyle, M., & Gibson, K. (2017). Depressive symptoms in high-714 
performance athletes and non-athletes: A comparative meta-analysis. British Journal 715 
of Sports Medicine, 51(18), 1348–1354. doi:10.1136/bjsports-2016-096455 716 
Gould, D., & Carson, S. (2008). Life skills development through sport: Current status and 717 
future directions. International Review of Sport and Exercise Psychology, 1(1), 58–78. 718 
doi:10.1080/17509840701834573 719 
Gould, D., Dieffenbach, K., & Moffett, A. (2002). Psychological characteristics and their 720 
development in Olympic champions. Journal of Applied Sport Psychology, 14(3), 721 
172−204. doi:10.1080/10413200290103482 722 
Gouttebarge, V., Backx, F. J. G., Aoki, H., & Kerkhoffs, G. M. M. J. (2015). Symptoms of 723 
common mental disorders in professional football (soccer) across five European 724 
countries. Journal of sports science & medicine, 14(4), 811–818.  725 
Gouttebarge, V., Hopley, P., Kerkhoffs, G., Verhagen, E., Viljoen, W., Wylleman, P., & 726 
Lambert, M. (2018). A 12-month prospective cohort study of symptoms of common 727 
mental disorders among professional rugby players. European Journal of Sport 728 
Science, 18(7), 1004−1012. doi:10.1080/17461391.2018.1466914 729 
Gouttebarge, V., Jonkers, R., Moen, M., Verhagen, E., Wylleman, P., & Kerkhoffs, G. 730 
(2017). The prevalence and risk indicators of symptoms of common mental disorders 731 
among current and former Dutch elite athletes. Journal of Sports Sciences, 35(21), 732 
2148−2156. doi:10.1080/02640414.2016.1258485 733 
Gouttebarge, V., Tol, J. L., & Kerkhoffs, G. M. M. J. (2016). Epidemiology of symptoms of 734 
common mental disorders among elite Gaelic athletes: A prospective cohort study. 735 
30 
 
The Physician and Sportsmedicine, 44(3), 283–289. 736 
doi:10.1080/00913847.2016.1185385 737 
Gulliver, A., Griffiths, K. M., & Christensen, H. (2012). Barriers and facilitators to mental 738 
health help-seeking for young elite athletes: A qualitative study. BMC Psychiatry, 739 
12(1), 1–14. doi:10.1186/1471-244x-12-157 740 
Gulliver, A., Griffiths, K. M., Mackinnon, A., Batterham, P. J., & Stanimirovic, R. (2015). 741 
The mental health of Australian elite athletes. Journal of Science and Medicine in 742 
Sport, 18(3), 255–261. doi:10.1016/j.jsams.2014.04.006 743 
Hammond, T., Gialloreto, C., Kubas, H., & Davis, H. I. (2013). The prevalence of failure-744 
based depression among elite athletes. Clinical Journal of Sport Medicine, 23(4), 273–745 
277. doi:10.1097/JSM.0b013e318287b870 746 
Henderson, C., Evans-Lacko, S., & Thornicroft, G. (2013). Mental illness stigma, help 747 
seeking, and public health programs. American Journal of Public Health, 103(5), 777–748 
780. doi:10.2102/AJPH.2012.301056 749 
Hill, A., MacNamara, Á., Collins, D., & Rodgers, S. (2016). Examining the role of mental 750 
health and clinical issues within talent development. Frontiers in Psychology, 6(2042), 751 
1–11. doi:10.3389/fpsyg.2015.02042 752 
Jones, I., Brown, L., & Holloway, I. (2013). Qualitative research in sport and physical 753 
activity. London: Sage. 754 
Kendellen, K., & Camiré, M. (2019). Applying in life the skills learned in sport: A grounded 755 
theory. Psychology of Sport and Exercise, 40(1), 23–32. 756 
doi:10.1016/j.psychsport.2018.09.002 757 
Kessler, R. C., Berglund, P., Demler, O., Jin, R., Merikangas, K. R., & Walters, E. E. (2005). 758 
LIfetime prevalence and age-of-onset distributions of dsm-iv disorders in the national 759 
31 
 
comorbidity survey replication. Archives of General Psychiatry, 62(6), 593–602. 760 
doi:10.1001/archpsyc.62.6.593 761 
Kessler, R. C., & Bromet, E. J. (2013). The epidemiology of depression across cultures. 762 
Annual Review of Public Health, 34, 119–138. doi:10.1146/annurev-publhealth-763 
031912-114409 764 
Kristiansen, E., & Roberts, G. C. (2010). Young elite athletes and social support: Coping with 765 
competitive and organizational stress in “Olympic” competition. Scandinavian 766 
Journal of Medicine & Science in Sports, 20(4), 686–695. doi:10.1111/j.1600-767 
0838.2009.00950.x 768 
Lauber, C., Nordt, C., Falcato, L., & Rössler, W. (2003). Do people recognise mental illness? 769 
Factors influencing mental health literacy. European Archives of Psychiatry and 770 
Clinical Neuroscience, 253(5), 248–251. doi:10.1007/s00406-003-0439-0 771 
Lazarus, R. S. (1993). Coping theory and research: Past, present, and future. Psychosomatic 772 
Medicine, 55(3), 234−247.  773 
Lazarus, R. S., & Folkman, S. (1984). Stress, Appraisal, and Coping. New York: Springer. 774 
Lebrun, F., & Collins, D. (2017). Is elite sport (really) bad for you? Can we answer the 775 
question? Frontiers in Psychology, 8(324), 1–8. doi:10.3389/fpsyg.2017.00324 776 
Lebrun, F., MacNamara, À., Rodgers, S., & Collins, D. (2018). Learning from elite athletes’ 777 
experience of depression. Frontiers in Psychology, 9(2062), 1−11. 778 
doi:10.3389/fpsyg.2018.02062 779 
Liu, D. Y., & Thompson, R. J. (2017). Selection and implementation of emotion regulation 780 
strategies in major depressive disorder: An integrative review. Clinical Psychology 781 
Review, 57, 183−194. doi:10.1016/j.cpr.2017.07.004 782 
32 
 
MacNamara, Á., Button, A., & Collins, D. (2010). The role of psychological characteristics in 783 
facilitating the pathway to elite performance. Part 1: Identifying mental skills and 784 
behaviours. The Sport Psychologist, 24(1), 52–73.  785 
MacNamara, Á., & Collins, D. (2015). Profiling, exploiting, and countering psychological 786 
characteristics in talent identification and development. The Sport Psychologist, 29(1), 787 
73–81. doi:10.1123/tsp.2014-0021 788 
Nicholls, A. R., Holt, N. L., & Polman, R. C. J. (2005). A phenomenological analysis of 789 
coping effectiveness in golf. Sport Psychologist, 19(2), 111–130.  790 
Nicholls, A. R., & Polman, R. C. J. (2007). Coping in sport: A systematic review. Journal of 791 
Sports Sciences, 25(1), 11–31. doi:10.1080/02640410600630654 792 
Nicholls, A. R., Taylor, N. J., Carroll, S., & Perry, J. L. (2016). The development of a new 793 
sport-specific classification of coping and a meta-analysis of the relationship between 794 
different coping strategies and moderators on sporting outcomes. Frontiers in 795 
Psychology, 7(1674), 1–14. doi:10.3389/fpsyg.2016.01674 796 
Orlick, T., & Partington, J. (1988). Mental links to excellence. The Sport Psychologist, 2, 797 
105–130.  798 
Reardon, C. L., & Factor, R. M. (2010). Sport psychiatry: A systematic review of diagnosis 799 
and medical treatment of mental illness in athletes. Sports Medicine, 40(11), 961–980. 800 
doi:10.2165/11536580-000000000-00000 801 
Rice, S. M., Purcell, R., De Silva, S., Mawren, D., McGorry, P. D., & Parker, A. G. (2016). 802 
The mental health of elite athletes: A narrative systematic review. Sports Medicine, 803 
46(9), 1333–1353. doi:10.1007/s40279-016-0492-2 804 
Richards, H. (2011). Chapter 20 - Coping and mental toughness. In D. Collins, A. Button, & 805 
H. Richards (Eds.), Performance Psychology (pp. 281–300). Edinburgh: Churchill 806 
Livingstone. 807 
33 
 
Rickwood, D., Deane, F. P., Wilson, C. J., & Ciarrochi, J. (2005). Young people’s help-808 
seeking for mental health problems. Australian e-Journal for the Advancement of 809 
Mental Health, 4(3), 218–251. doi:10.5172/jamh.4.3.218 810 
Rickwood, D., & Thomas, K. (2012). Conceptual measurement framework for help-seeking 811 
for mental health problems. Psychology Research and Behavior Management, 5, 173–812 
183. doi:10.2147/PRBM.S38707 813 
Roberts, C.-M., Faull, A. L., & Tod, D. (2016). Blurred lines: Performance enhancement, 814 
common mental disorders and referral in the U.K. athletic population. Frontiers in 815 
Psychology, 7(1067), 1–13. doi:10.3389/fpsyg.2016.01067 816 
Saunders, B., Sim, J., Kingstone, T., Baker, S., Waterfield, J., Bartlam, B., . . . Jinks, C. 817 
(2018). Saturation in qualitative research: exploring its conceptualization and 818 
operationalization. Quality & quantity, 52(4), 1893-1907. doi:10.1007/s11135-017-819 
0574-8 820 
Savage, J., Collins, D., & Cruickshank, A. (2016). Exploring traumas in the development of 821 
talent: What are they, what do they do, and what do they require? Journal of Applied 822 
Sport Psychology, 29(1), 101−117. doi:10.1080/10413200.2016.1194910 823 
Schaal, K., Tafflet, M., Nassif, H., Thibault, V., Pichard, C., Alcotte, M., . . . Toussaint, J.-F. 824 
(2011). Psychological balance in high level athletes: Gender-based differences and 825 
sport-specific patterns. PLoS ONE, 6(5), 1–9. doi:10.1371/journal.pone.0019007 826 
Schinke, R. J., Stambulova, N. B., Si, G., & Moore, Z. (2017). International society of sport 827 
psychology position stand: Athletes’ mental health, performance, and development. 828 
International Journal of Sport and Exercise Psychology, 16(6), 622–639. 829 
doi:10.1080/1612197X.2017.1295557 830 
34 
 
Sebbens, J., Hassmén, P., Crisp, D., & Wensley, K. (2016). Mental health in sport (MHS): 831 
Improving the early intervention knowledge and confidence of elite sport staff. 832 
Frontiers in Psychology, 7(911), 1–9. doi:10.3389/fpsyg.2016.00911 833 
Smith, B., & McGannon, K. R. (2018). Developing rigor in qualitative research: Problems 834 
and opportunities within sport and exercise psychology. International Review of Sport 835 
and Exercise Psychology, 11(1), 101–121. doi:10.1080/1750984X.2017.1317357 836 
Smith, J. A. (2011). Evaluating the contribution of interpretative phenomenological analysis. 837 
Health Psychology Review, 5(1), 9–27. doi:10.1080/17437199.2010.510659 838 
Smith, J. A., & Osborn, M. (2007). Interpretative phenomenological analysis. In J. A. Smith 839 
(Ed.), Qualitative psychology: A practical guide to research methods (2nd Edition) 840 
(pp. 53–80). London: Sage. 841 
Swann, C., Moran, A., & Piggott, D. (2015). Defining elite athletes: Issues in the study of 842 
expert performance in sport psychology. Psychology of Sport and Exercise, 16, 3–14. 843 
doi:10.1016/j.psychsport.2014.07.004 844 
Talebi, M., Matheson, K., & Anisman, H. (2016). The stigma of seeking help for mental 845 
health issues: Mediating roles of support and coping and the moderating role of 846 
symptom profile. Journal of Applied Social Psychology, 46(8), 470–482. 847 
doi:10.1111/jasp.12376 848 
Toering, T. T., Elferink-Gemser, M. T., Jordet, G., & Visscher, C. (2009). Self-regulation and 849 
performance level of elite and non-elite youth soccer players. Journal of Sports 850 
Sciences, 27(14), 1509–1517. doi:10.1080/02640410903369919 851 
WHO. (2018). Depression. Retrieved from http://www.who.int/en/news-room/fact-852 
sheets/detail/depression 853 
35 
 
Wolanin, A., Gross, M., & Hong, E. (2015). Depression in athletes: Prevalence and risk 854 
factors. Current Sports Medicine Reports, 14(1), 56−60. 855 
doi:10.1249/jsr.0000000000000123 856 
857 
36 
 
          
Figure 1. Participant 1’s graphic timeline               Figure 2. Participant 2’s graphic timeline 
          
Figure 3. Participant 3’s graphic timeline               Figure 4. Participant 4’s graphic timeline 
Figures reproduced from Lebrun, MacNamara, Rodgers, and Collins (2018) 
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